(1) AUTO-INOCULATION OF PRIMARY CHANCRES.
IT is often stated as a character of primary syphilitic sores that they cannot be inoculated on the same individual. Although clinical and experimental evidence agrees in pointing to a rapid spread of the syphilitic virus throughout the system, it would indeed be strange were it true that auto-inoculation is impossible after the sore has existed but a few days. It is a fairly frequent occurrence to meet with two indurated chancres situated on parts of the body which are not directly continuous but which touch each other from time to time: for example, the penis and scrotum, the two labia majora and minora in women, the upper and lower lip on the face, &c. These are, in all probability, examples of auto-inoculation, but they are open to the explanation of simultaneous infection with the spirocha3te in two places.
For instance, a patient of mine came under care five weeks after two large indurated chancres had been first noticed; one was placed on the outer skin of the penis, the other on the scrotal skin exactly where the parts were liable to touch. His belief was that only a short interval, if any, had elapsed between the appearance of the two sores. Mr. Waren Tay has reported the case of a man with a copious secondary eruption and an indurated chancre on the prepuce; on the inner side of the thigh, where the parts touched, were three dusky indurated sores. He stated that about two weeks had elapsed between the appearance of the penile and thigh chancres.
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Such evidence takes us but a short way, and were no other forthcoming we might be ready to accept the dogmatic assertion of one of the most recent writers on the subject. Colonel Lambkin 1 says of the primary chancre " it is not readily auto-inoculable, and only so during the first ten days of its existence." He proved the possibility of autoinoculation fromn the penis on soldiers within ten days of the existence of the primary sore. " After ten days I found it impossible to reproduce an identical sore or anything like it; as a rule a small inflammatory pustule was the only result. From later experiments made by myself I find that mercurialization of the patient renders auto-inoculation almost impossible, even during the first ten days."
The following cases, by no means all that have come under my observation, prove that nature may provide better experiments than those of our own devising:-Case I.-A single woman, aged 25, came under care with a typical indurated chancre of the lower lip, accompanied by the usual submaxillary bubo. A full three weeks later another, but smaller, indurated chancre developed on the upper lip in an exactly corresponding position.
CaseII.-A gentleman, after exposure to risk, had an indurated chancre on the penis with inguinal bubo. Nearly a month later (i.e., between three and four weeks) a sore developed on the last phalanx of his right thumb. This gradually assumed the circular raised form of an infecting chancre, and was attended by an axillary bubo. A syphilitic eruption on the trunk followed quickly, with condylomata about the anus and sores on the tongue. It cannot be doubted that he inoculated the thumb from the penile chancre, and the length of the interval was absolutely certain. I believe he was taking mercury during the weeks referred to.
Case III.-A patient at the Lock Hospital had a large indurated chancre on the end of his penis in October. In December (fully two months later) after he had been foolish enough to continue poulticing the organ, a second indurated chancre developed at the root of his penis, several inches away from the first sore. There was a large bubo, and a papular eruption developed. He had no proper treatment, and in May following-i.e., no less than eight to nine months after the first inoculation-both chancres were still large and indurated. The sore which appeared the latest was the more active and angry-looking of the two. The remarkable persistence of the two chancres is noteworthy and very unusual. Power and Murphy, " System of Syphilis," 1908, i, p. 190. Case IV This is the most remarkable instance of auto-inoculation I have ever seen. It proves that even when general secondary symptoms have appeared a typical fresh chancre with bubo may develop. The facts are undoubted, as I was seeing the patient every week. A man came to the Lock Hospital with an unusually large, hard chancre of the prepuce, which had existed some little time and was attended with a characteristic bubo. He was put on internal mercurial treatment, but this was not commenced in time to prevent a secondary rash and sorethroat. He attended regularly for two months, and then he drew my attention to a " sore finger," which he attributed to a scratch received in his daily occupation, that of a wire-worker. It should be mentioned that he had dressed the sore of the penis every day. On his right indexfinger was a commencing sore which looked most like a chancre; in the corresponding axilla the glands were already enlarged. In the next week or two this second sore became larger, circular and indurated. Long, hard, lymphatic cords developed up the arm, and the axillary bubo became very marked. With continuance of the mercurial treatment all the symptoms ultimately subsided.
These cases of auto-inoculation are interesting in several respects. The nearer to the date of first infection that the second inoculation occurs, the more likely is it to succeed in producing a true chancre with glandular bubo. In this, I think, surgeons will agree with Finger and Landsteiner, who say: " Reinoculation is successful in proportion to its proximity, in point of time, to the primary inoculation. If general infection is not yet complete, a typical chancre can be produced, but from the time when constitutional symptoms appear it becomes more difficult to succeed. During the secondary period the result has some resemblance to a secondary papule . . Cases II, III, and IV that I have narrated prove that the second sore even from a late auto-inoculation may, however, have the usual features of a Hunterian chancre and in no way resemble a secondary papule, as stated by Finger and Landsteiner. Cases II and IV are noteworthy from the fact that the chancres were so far apart, on the genital region and finger and thumb respectively. The length of time that elapsed in Case IV, a full eight weeks between the appearance of the chancres, makes it possibly unique. It is stated by many workers at the pathology of syphilis that the Spirochata pallida is found with the greatest difficulty, if at all, in well-indurated chancres. Dr. M'Intosh, who possesses special skill and experience in this matter, tells me that he made an exhaustive examination of sections of seven indurated chancres without being able to demonstrate the spirochaete in any of the cases. In the early stage of the sore it can often be found. The local use of mercurial preparations, the intramuscular injection of mercury, the administration of it by mouth, all seem to hasten the disappearance of the spirochaete from the primary sore. In Case IV it is obvious that although the patient was under mercury for some weeks, and the indurated sore, which was of quite exceptional size, was irnproving, yet the virus was transmitted to the finger.
There is an obvious conflict of evidence, as to the persistence of the virus in a primary sore, between pathological and clinical observers. But the clinical evidence as to the danger of infection from an indurated chancre, even when its secretion is practically nil or when the sore has almost disappeared,-is so strong that it will take much more to discredit it than these observations as to the behaviour of the spirochEete, interesting though they are.
One recent writer1 has stated his belief that in every case of inoculation of the syphilitic virus there is an abrasion of the epithelial surface, whether skin or mucous membrane, which allows the spirochaete to enter. It is a point of considerable practical importance, but one hard to solve, or rather it is hard to prove to those who picture a pre-existing fissure at the site of every chancre that note was present. Here again we may have to disregard experimental evidence derived from inoculation of chimpanzees. I can only express my firm belief in the frequent entrance of the syphilitic virus through unabraded or normal skin and mucous membrane, and I think the cases of autoinoculation help to confirm this belief.
(II) REINFECTION WITH SYPHILIS. Recorded evidence of two attacks of syphilis in the same individual is by no means abundant, and what there is often.will not bear scrutiny, as essential points are wanting in many of the case-narratives. Where, for example, the observer narrates the occurrence of primary and secondary symptoms, followed after some years by the development of a fresh sore which was called a chancre and was treated with mercury, and claims this as a proof of reinfection, it is plain that he proves nothing whatever. The recurrent pseudo-indurated chancre, to which my father and Professor Fournier first drew attention, is easily mistaken for a second infection. I have seen many cases of this recurrent induration I Dr. F. W. Andrewes; Power and Murphy, " System of Syphilis," 1908, i, p. 114. at varying periods from the original attack, and have come to regard it as a tertiary infiltration of tissues at or close to the site of the primary chancre. My experience has been that glandular enlargement -i.e., any form of bubo-hardly ever accompanies it, and that the induration yields more readily to iodides than to mercury. It is unnecessary to say more about a condition that miiust be familiar to most surgeons, but which has been a fertile source of mistakes in diagnosis.
In testing the evidence as to a true second infection with the syphilitic virus we must be careful in our definitions and stringent as to the facts recorded. Dr. F. W. Andrewes has put the matter well: 1 " By a true second attack should be meant the occurrence, twice in a patient's life, of a primary sore followed by secondary symptoms, and if this definition be accepted the phenomenon must be admitted to be of extreme rarity. As Neisser points out, it means not only that the patient has been completely cured of his first attack, but that his tissues have so returned to the normal as to react to the syphilitic virus like those of an intact person, and, it may be added further, that he has lost any inmmunity which may have been conferred by his first attack." I doubt if Dr. Andrewes is quite correct in stating that "the phenomenon must be admitted to be of extreme rarity." At any rate, it is worth while to bring forward such evidence as exists on the question, and it is of interest to note that private and not hospital practice furnishes nearly all the cases which are conclusive. It is, moreover, only those who have to treat cases of syphilis from its outset who will obtain any evidence of true reinfection; indeed, most physicians seem to ignore its possibility. Thus Dr. F. W. Mott2 made publicly this year the emphatic statement, " we know . . . also that one attack of syphilis confers immunity during the rest of the individual's life." How far this is from the truth will, I think, be conclusively shown by the following series of cases. The question turns on two considerations: first, the really efficient treatinent of syphilis; and, secondly, after such treatment has been gone through that the same individual should be exposed to contagion a second time. With these postulates granted there need be nothing unexpected or surprising in true second attacks of syphilis. The subject is especially worthy of study as helping us to define "really efficient mercurial treatment," as will be discussed later on. 
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Case I: Interval between the Two Infections, seven years; Second A ttack the more severe aud protracted, especially the Eruption on Skin and Mucous Membrane.-Mr. H. had been originally treated by me for stricture of the urethra. He was gouty, and had eczema from time to time, as well as herpes on the penis. After exposure to contagion on November 10, 1894, he came to me with two hard chancres of the penis, one at the preputial furrow, the other on the outside skin. The glands in the right groin were swollen, and a slight secondary eruption, &c., developed. He took hydrarg. cum cretA fairly steadily for about three years, and, with the exception of recurrence of a cutaneous syphilide in 1896, remained free from symptoms. In September, 1901-i.e., seven years after the first attack had commenced and four years after leaving off mercurial treatment-he was exposed to risk of contagion, and subsequently saw a doctor for a sore on the penis and a bubo. The treatment given was partly mercurial and partly iodide, but he did not improve, and came to me on November 25, 1901. There was then an oval scar on the skin of the penis; the right inguinal glands were " shotty " and enlarged; there was a copious eruption on the trunk, face, neck and thighs, consisting of large macules and papules; the cervical glands were, perhaps, slightly enlarged. In December both tonsils showed typical ulcers and filmy patches. In spite of mercurial treatment (chiefly hydrarg. cum cretA, but sometimes mercury and iodide mixture) he had relapses of throat ulceration and mucous patches on the lips. He was an inveterate smoker. It was found to be much more difficult to administer specifics during this second attack, but with intervals mercury in some form or other was given for the greater part of three years. I believe since 1904 he has remained well, but there is no question that the second attack of syphilis in this case was both more severe and more resistant than on the first occasion. It was, however, impossible to induce him to give up alcohol during the course of treatment.
Case II: Interval less than three years; Both Attacks mild and amenable to Treatment.-A gentleman was exposed to contagion about March 24, 1900 . He noticed a sore on April 15. When I saw it on May 4 it was a typical indurated chancre on the inner surface of prepuce, secreting very slightly, with double indolent inguinal bubo. The nature of infection being tkus beyond doubt, I put him on 4 gr. to 6 gr. of grey powder daily. He was very regular as to mercurial treatment, but had bouts of indulgence in alcohol, which somewhat interfered with its efficiency. Relapses of superficial glossitis along the edges of the tongue and the occurrence of a typical syphilitic ulcer of one tonsil proved that the secondary symptoms had not wholly been prevented by the early adoption of mercury. In addition, he had follicular tonsillitis from time to time during the eighteen months he was under supervision and treatment. On the whole the symptoms were slight, and from the end of 1901 I believe he was quite free until November 12, 1902-i.e., two and a half years after the contraction of the first attack of syphilis, and one year after leaving off mercurial treatment. On this date he came to me again with a typical raised indurated chancre of the penis. This had followed a fresh contagion. There was an indurated lymphatic cord at the root of the penis and an indolent bubo in the left groin; a fine erythema arranged somewhat in ring form was present on the thighs. He took a mercurial course steadily for this second attack, and developed no further symptoms.
Case III: Interval twelve years; Second Attack the more severe.-Mr. R. in 1887 was treated by Prof. R. W. Taylor, of New York, for what was described as a mild attack of primary and secondary syphilis. The history as to the symptoms was quite conclusive. The treatment, with mercury and iodide, was kept up for two years. He remained free from reminders. In 1899-twelve years after the onset of the first attack and ten after leaving off treatment-he was exposed to risk, and developed a chancre of the fraenum, which lasted several weeks and was attended by a characteristic bubo. Subsequently he had pustular or ecthymatous sores on the scalp and rather deep ulcers of the upper lip. I prescribed mercury and iodide, but as the patient left for America I was unable to follow up the case for long.
Case IV: Interval only eighteen months, the shortest on record; Secondary Symptoms in both yielding well to Treatment.-A young man, in September, 1892, came to the Lock Hospital with a large excavated chancre of the glans penis, with indurated indolent bubo, and subsequently ulcers in each tonsil. The induration at the site of the chancre lasted for five months. He was treated under Mr. Arthur Ward and myself for seventeen months with mercury. In February, 1894, only eighteen months after the first infection, he came to me with a fresh indurated circular sore on the penis, which was followed in due time by a copious eruption on the trunk, by an indolent bubo, and by general enlargement of the cervical glands. These symptoms yielded satisfactorily to mercury. I would draw special attention to this case, which was exceptional in the shortness of the interval (in fact the treatment of the first attack was only just completed when the patient became reinfected). The symptoms in both were strikingly complete, and this is the only hospital case of the kind that I have notes of. months, until September, 1903 . In December, 1904 ., nearly three years after the onset of the first attack-he was exposed to contagion, and I saw him on January 16, 1905. He then had four circular sores on the scrotum, one of which was slightly indurated. I could at first detect no enlarged glands, and was disposed to doubt the chancres being infecting ones. However, typical condylomata ani followed, and I then prescribed hydrarg. cum cretA, which he took steadily for a year. The condylomata soon disappeared, and no further syphilitic symptoms ever developed. In 1906, after further contagion, he came with a slightly raised and indurated sore on the under surface of the prepuce; it cleared off under local treatment with calomel, &c., and I regarded it as an instance of the recurrent pseudo-indurated sore.
Case VI: Two A ttacks at interval of seven years; both very amenable to Mercury.-Mr. H. First attack at age of 23; chancre followed by eruption and later by gummata. He took mercury, which, in his words, " acted like a charm." Second attack at age of 30-i.e., seven years after the first. A chancre was followed by an eruption, and sores on* his throat and lips. He took mercury for a year and was apparently cured. Eleven years later, at the age of 41, I treated him for syphilitic orchitis of one testis which proved very obstinate.
Case VII: Eight years interval between the Two Infections. A patient was treated at the age of 22 years by Sir T. B. Crosby for primary chancres followed by deep ulcers of the throat. He was under mercurial treatment for about two years, and had no remninders later. When aged 30, eight years having elapsed, he came to me with a large cartilaginous chancre almost at the site of the first one, in the retropreputial fold. There were bullety glands in both groins. I withheld mercury for a week or two and a fine papular secondary eruption duly appeared on his trunk, completing the diagnosis. Under internal administration of mercury the case did excellently.
All the cases narrated conform to the stipulation laid down at the outset: that the true syphilitic nature of the second infection should be proved by the development of secondary symptoms. Were one to include cases in which mercurial treatment has been adopted as soon as the surgeon was satisfied in his own mnind that the second chancre was syphilitic, it would be easy to extend the list. The seven conclusive examples I have adduced suggest the following deductions:
(1) Efficient treatment by a continuous course of mercury for one or two years is the surest way of rendering a patient susceptible to second infection. With this proviso he may contract syphilis again within two or three years of the onset of the first attack (Cases II, IV and V). The treatment of the first attack, in all the seven cases, was by a steady mercurial course lasting from one to three years.
(2) The interval between two attacks of syphilis may be so short a time as eighteen months (Case IV)-i.e., the patient may no sooner have finished his course of treatment than fresh exposure may produce a complete fresh attack. The average interval has been in my experience six years.
(3) The second attack may be slighter or more severe than the first: nothing positive can be laid down on this point. If the symptoms on the first occasion have readily yielded to mercury, they will probably do so on the second.
(4) There is no reason why the same patient should not go through even three attacks of syphilis, provided the first two have been well treated. My father has recorded one definite example of this and another much more doubtful one.' I wish especially to draw attention to the paper on " Second Attacks of Syphilis " which has been just quoted from. Unfortunately, it wos published in a work circulated only amongst private subscribers, and the remarkable collection of facts my father brought forward may have escaped notice. He has reported (loc. cit., pp. 17, 107, 255) no fewer than fifty-six cases under his own observation. But of these he only claims thirty-two as appearing beyond dispute. I have gone carefully through all the case-narratives, and believe that eighteen only out of the fifty-six would be admitted as true second attacks of syphilis, under the qualification rightly laid down by Dr. Andrewes-i.e., the occurrence of primary and secondary symptoms on both occasions. These undoubted cases are Nos. 1, 3, 7, 8, 10, 12, 16, 17, 24, 26, 31, 32, 38, 46, 47 in his list, with three others not tabulated.
The conclusions just laid down would apply equally well to the total number-twenty-five cases-as to the smaller one-seven in allreported in this paper. It is of special interest to find that three or four of my father's cases support the contention that true reinfection may I Hutchinson's Archives of Surgery, " vi, pp. 113 and 114. occur within two years of the first. This would hardly be credited without such positive evidence.
Much has been said and written of late, by the advocates of mercurial injection and courses of inuncticn, against the treatment of syphilis by long-continued administration of mercury by the mouth. Many Continental surgeons speak of it only in terms of disparagement, and some of their English followers are quite as dogmatic, with quite as little cause. Major Lambkin 1 " has long since abandoned internal medication for syphilis." Sir Felix Semon stated his experience " that the treatment of syphilis by small doses of mercury given by the mouth was not protective against secondary and tertiary syphilis." Dr. Lieven, of Aix-la-Chapelle, went so far as to say that " the introduction of hypodermic injections in England meant a blessing to the thousands suffering from syphilis." This is hardly the place to enter into a discussion of such a large and controversial subject. It may, however, be pointed out that the system of mercurial injections for syphilis is no new thing in England, as Dr. Lieven apparently supposed; that it has been extensively tried here for thirty years or more, and that most of the advocates of prolonged internal treatment prefer it as being in their experience the most efficient and undoubtedly the least inconvenient method, the safest and the most free from awkward complications.
Dr. Lieven, who praises the system of intramuscular injections in the curious ternis just quoted, admits that " in our country [i.e., Germany], owing to the many disadvantages, if not dangers, associated wvith injections, the majority of the profession prefer treatment by inunction." It should be noted that his routine course of inunctions covers a full two years, and that many other Continental authorities insist on intermittent periods of treatment for three, four, or even more years. If injections and inunction are greatly superior to continuous administration by the mouth, why should it be necessary to carry them on for a considerably longer period than suffices with a thorough course of the latter method ? This is a simple question to which I can at present see no answer. As a matter of personal experience, many of the worst and most obstinate cases of tertiary syphilis I have seen have been in patients treated in the early stage either by intermittent courses of injections, or by inunction at Aix-la-Chapelle or elsewhere.
The chief interest of second attacks of syphilis lies perhaps in the light it throws on the efficiency of treatment. In practically every one of the twenty-five undoubted cases now brought forward mercury had been continuously administered by the mouth for a long period, usually from one to two years. In several of these cases only a short interval had elapsed before the patient again contracted the disease, and his symptoms were exactly the same as if the virus had attacked virgin soil. That such a series of cases can be adduced fronm the practice of my father and inyself is at least a fair argument in favour of the continuous method of treatment.
It should be remembered that the late Professor Ricord, with his great experience of syphilis, stated categorically that he had never met with an instance of two attacks of syphilis in any of his patients. " La Science ne possede pas encore un seul exemple probant de reinfection syphilitique. Ce n'est pas que je nie la possibilit6 d'une r6petition du chancre indure, au contraire j'y crois et j'y crois fermement, quoique l'experience clinique m'en ait, jusqu'ici, refuse des preuves." May it not have been that Ricord's method of treatment, by interrupted courses of mercurial inunction, was responsible for this failure of evidence as to the possibility of reinfection ?
If it be admitted that two attacks of syphilis may be acquired, and that such an occurrence is not very rare, we should expect to find abundant evidence of the subjects of inherited syphilis acquiring the disease in later life. The longer the interval, the greater should be the chance of reinfection. The inherited syphilitic has been infected before birth; surely in twenty or thirty years all protection or immunity should have been lost. Personally I have had seven years' experience at the Lock Hospital (where there is an immense amount of acquired syphilis), about ten years at Moorfields Hospital (which is, perhaps, the finest field for the study of the inherited disease in young adults), and over twenty at the ILondon Hospital (where there is abundance of both acquired and inherited syphilis). I have been constantly on the look-out for cases in which the double infection could be clearly proved, yet doubt if I have seen more than three or four in all. The following case is conclusive; its subject was a man, aged 28, who attended the out-patient department of the London Hospital with a hard chancre of the penile furrow, double inguinal bubo, and secondary eruption of annular and crescentic form which was especially marked on the scrotum. Thus his acquired syphilis was undoubted, nor was the evidence of inherited taint less marked. The bridge of his nose was much sunken, he had chronic ozena, symmetrical deafness (from internal ear trouble), whilst both corneae showed nebulh from old in-terstitial keratitis. In the Archives of Surgery, vol. v, p. 75, there is a solitary example of the same kind recorded, but in this case the evidence of inherited syphilis rested on the patient's history rather than any objective signs.
No doubt the apparent rarity of such cases-acquired syphilis in the subjects of inherited taint-is to be explained by the fact that so few adults show conspicuous traces of the latter. At the same time it is probable that severe inherited syphilis with late symptoms (those occurring about puberty, for instance) does confer a much longer immunity than an ordinary acquired attack for which the treatment has been prompt and effective. It is interesting to note that the Spirochweta pallida can be demonstrated with greater ease and abundance in the late lesions of inherited than those of acquired syphilis.
To the two cases at present adduced I could add a few more from the literature of the subject. The late Sir Alfred Cooper and Mr. Edward Cotterell published in 1895 a paper on " Syphilitic Reinfection," consisting almost entirely of cases recorded by other observers in England, on the Continent, and in America. The only original case adduced in this paper was one, under Mr. Cotterell, of "a woman, aged 20, who has well-marked syphilitic incisor teeth and evidence of old keratitis, yet she is going through an ordinary attack of constitutional syphilis, which began with a well-marked indurated chancre." Similar cases were described by Professors Bceck and Lang, Dr. Dowse, E. Arning, and my father, but the details are very scanty and some of the evidence doubtful. The same criticism must be made of many of the caserecords collected by Sir A. Cooper and Mr. Cotterell of two attacks of acquired syphilis in the same individual. A large proportion wholly fail to carry conviction to the reader's mind, though some are conclusive. ? 
DISCUSSION.
The PRESIDENT (Mr. Haward) said that he was sure that the Fellows would wish to accord their best thanks to the author for the interesting paper, which added many important facts to their previous knowledge and showed that evidence of care in its preparation which they were accustomed to associate with the name of Hutchinson. He was particularly interested in the case of auto-inoculation while the secondary eruption was still apparent. Another interesting point upon which it would be useful to hear the opinion of other surgeons was how far the occurrence of a second attack of syphilis depended upon the efficiency of the preceding treatment. Anything which enabled one to judge of the relative efficacy of the different methods of treatment of syphilis was of great interest. He was glad to hear Mr. Hutchinson's testimony to the utility and efficiency of treatment by the mouth.
Dr. MCCULLOCH said that in the cases of chancre which the author had described, the element of secondary and tertiary infections from the abraded surface seemed to have been overlooked. He referred to the probability of streptococcic infection, in which there was lymphatic glandular involvement. The latter he was inclined to regard as a mechanism of defence. Those glands being generators of leucocytes, the glandular involvement was really an effort to produce cells leading up to the production of anti-bodies. And where there were anti-bodies evoked for more than one infection-spirochoete infection and streptococcic and perhaps staphylococcic infection at the site of the abrasionthe processes were much more complex, with resulting breaking down of the defence and abscess formation. In those cases the ao*uirement and duration of immunity would not be expected to be so perfect as where the infection was simply pure spirochaete infection. In his opinion the more toxic the micro-organism concerned, the more active was the lymphatic gland involvement, and, in the light of present clinical research, the terms "hard" and " soft " chancre did not adequately express the essential nature of the disease.
The failure of a true spirocheate inoculation in the "soft" variety might be due to its admixture in sitiu with more resistant micro-organisms which teemed in the genital passages.
Mr. HUTCHINSON, in reply, said he fully admitted that there were different poisons in those sores, and in the most interesting of the cases in his paper there were, no doubt, other micro-organisms present. But what he relied on was that a sore developed on that man's finger which might have been a septic sore at first, and that then it gradually assumed the typical raised, rounded, projected characters of a chancre. And those who had seen many cases of digital chancre would admit that while at times they had no characteristic features, at others they were typical, and in the case referred to he had no doubt as to the diagnosis, Moreover, the hard lymphatic cords up the armnot the lymphangitis which faded away after a short time, but lymphatic cords persisting, with no sign of abscess formation-were very suspicious. Finally, the patient had a large indolent bubo in the axilla,
